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Introduction
The management of an infected ruptured abdominal
aortic aneurysm is controversial. The “elective” use of
autologous deep veins in the management of infected
aortic grafts is well documented. We describe the
successful use of autologous superficial femoral vein
(SFV) in a primary repair of an infected ruptured
infrarenal aortic aneurysm.
Case Report
A 72-year-old male presented to a nearby hospital
with a four-day history of abdominal pain radiating
Fig. 1. Air is seen within the contained rupture – indicated by arrow.
through to the back, associated with nausea and vom-
iting. Initial examination had been unremarkable and a
provisional diagnosis of recurrent peptic ulcer disease
On arrival at the receiving hospital, the patient waswas made. His white blood cell count was 17.4 109/l
haemodynamically stable and was transferred to the(neutrophils 14.8) and haemoglobin 14.8 g/dl. An
operating room for an emergency repair of his an-upper gastro-intestinal endoscopy was performed
eurysm. At operation a contained proximal ruptureshowing gastritis and multiple superficial ulceration.
was found. Pus and arterial blood were oozing fromHowever, over the next few days the patient became
the aneurysm sac. The aneurysm was controlled byprogressively pyrexial and confused. Blood and urine
direct pressure (ST) but not clamped whilst the rightcultures both grew E. coli. His back pain worsened
SFV was harvested from its origin to the adductorand he was investigated by CT scan which showed a
canal (BE and SF). The vein was modified with aruptured infrarenal aortic aneurysm containing gas
proximal and distal patch and sutured into place aswithin the sac (Fig. 1).
an aortic tube graft following debridement of all the
infected tissue (Fig. 2). A strip of omentum was sutured
surrounding the graft within the closed sack remnants.Please address all correspondence to: S. Thrush, Department of
Vascular Surgery, Kings College Hospital, London. The total operation time was 312 h with approximately
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in the presence of co-existing intra-abdominal sepsis.7
There is one published case of the use of autologous
SFV in a mycotic rupture.8 Autologous SFV has the
advantage of restoring anatomical blood flow with
its own attendant bacterial resistance. Its use in a
contaminated bed is not a contraindication as long as
appropriate debridement, drainage and coverage of
the anastomosis is performed.9 The use of deep veins
prolongs operating time and there is a theoretical
possibility of an aneurysm forming in the thin-walled
graft although current evidence does not suggest this
is a long-term problem.6 The harvesting of deep veinsFig. 2. To correct the difference in diameter between the aorta and
vein – a patch was inserted. appears to be well tolerated, with a low risk of chronic
venous stasis.10 Although the long-term outlook of
1 l of blood loss. The patient made a good post-op- using autologous lower extremity deep vein as an
erative recovery. He was treated with antibiotics, intra- aortic replacement is unknown this case does dem-
venous for two weeks and then orally for four weeks. onstrate its value as a life-saving measure.
Initial C-reactive protein levels were elevated but fol-
lowing discharge had returned to normal limits. Six
months following discharge the patient was fit and References
well.
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